THE diagnosis in this case was established by the presence of 3,500 polymorphonuclear leucocytes per cubic millimetre in the cerebrospinal fluid which was withdrawn by lumbar puncture. The meningitis arose in connexion with labyrinth disease, secondary to chronic suppurative otitis media, for which the operation of labyrinthotomy (vestibulotomy) had been performed about forty-eight hours before the onset of meningeal symptoms. These symptoms began with severe headache, followed by retraction of the head, rigidity of the cervical extensor muscles, and pyrexia, the temperature rising to 1020 F. About fifteen hours later an exploratory lumbar puncture yielded 10 c.c. of turbid cerebrospinal fluid. The posterior cranial fossa was then drained through an opening made for the purpose into the' internal auditory meatus. The cerebrospinal fluid escaped for fourteen hours through the labyrinth and another' 10 c.c. of turbid fluid also under pressure were withdrawn by a second lumbar puncture. The untoward symptoms then rapidly disappeared. The complication had evidently been recognized in its early stages, when the symptoms were comparatively mild. It mnust also be observed that no organism could be identified in the films of the pus cells and the cultures yielded no growth. J. D., aged 28, a laundry hand, came to St. Bartholomew's Hospital on September 12, 1913, complaining of headache, giddiness, tinnitus, deafness, and discharge from the left ear. The patient, who was a good witness, stated he had had discharge from the ear for quite ten years, but he had had no special cause for complaint until the previous week. He began to experience giddiness and headache, and noticed that when walking he kept lurching towards the left. If he stopped and held his 'head still he was only slightly dizzy, but when he sat down and leaned his head forwards he felt he was turning towards his left. He volunteered the observation that when he turned his head suddenly to the left be became much more giddy and felt as if the room were turning from left to right. The deafness in the left ear had greatly increased during the week and he experienced constant loud singing noises in the head. There had been no pain in the ear itself, but the frontal headache was
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THE diagnosis in this case was established by the presence of 3,500 polymorphonuclear leucocytes per cubic millimetre in the cerebrospinal fluid which was withdrawn by lumbar puncture. The meningitis arose in connexion with labyrinth disease, secondary to chronic suppurative otitis media, for which the operation of labyrinthotomy (vestibulotomy) had been performed about forty-eight hours before the onset of meningeal symptoms. These symptoms began with severe headache, followed by retraction of the head, rigidity of the cervical extensor muscles, and pyrexia, the temperature rising to 1020 F. About fifteen hours later an exploratory lumbar puncture yielded 10 c.c. of turbid cerebrospinal fluid. The posterior cranial fossa was then drained through an opening made for the purpose into the' internal auditory meatus. The cerebrospinal fluid escaped for fourteen hours through the labyrinth and another' 10 c.c. of turbid fluid also under pressure were withdrawn by a second lumbar puncture. The untoward symptoms then rapidly disappeared. The complication had evidently been recognized in its early stages, when the symptoms were comparatively mild. It mnust also be observed that no organism could be identified in the films of the pus cells and the cultures yielded no growth. J. D., aged 28, a laundry hand, came to St. Bartholomew's Hospital on September 12, 1913, complaining of headache, giddiness, tinnitus, deafness, and discharge from the left ear. The patient, who was a good witness, stated he had had discharge from the ear for quite ten years, but he had had no special cause for complaint until the previous week. He began to experience giddiness and headache, and noticed that when walking he kept lurching towards the left. If he stopped and held his 'head still he was only slightly dizzy, but when he sat down and leaned his head forwards he felt he was turning towards his left. He volunteered the observation that when he turned his head suddenly to the left be became much more giddy and felt as if the room were turning from left to right. The deafness in the left ear had greatly increased during the week and he experienced constant loud singing noises in the head. There had been no pain in the ear itself, but the frontal headache was decidedly worse each day. He had felt sick and had been sick once or twice during the last day or so.
On examination he appeared to be a man of average physique and did not look particularly unwell, in spite of the headache of which he complained. When directed to walk along a straight line he deviated suddenly to the left when the eyes were closed, but he rapidly recovered himself on opening his eyes. He could stand firmly with feet close together and eyes closed. There was a noticeable tendency for the patient to incline the head slightly to one side, while the chin was slightly elevated and turned towards the opposite side. This attitude of the head was corrected when the eyes were opened, but slowly resumed when the eyes were kept shut. There was no hypotonia or dysdiadokokinesia, and the tendon and pupillary reflexes were brisk. Eyes: Rotatory nystagmus, fine in character, was observable when the eyeballs were deviated to the right; the rapid movement was counterclockwise. Ears: The left meatus contained pus and a mass of granulations which filled the inner part of the canal. The right tympanic membrane was intact, but had the appearance of an old cicatrix.
Hearing tests: The low tone limit was raised on both sides, particularly on the left (suppurating) side. The high tones were heard well on both sides, though with appreciable loss on the left side, for airborne tones. Weber's tests were definitely referred to the left side. Rotation tests: Head erect: Rotation anti-clockwise produced well-marked horizontal nystagmus to the right, which masked the spontaneous rotatory nystagmus for about thirty seconds; rotation clockwise produced feeble horizontal nystagmus to the left lasting about ten seconds. Head inclined horizontally to the right, with face turned about. 350, that is, rather less than half a right angle, towards the ground: Rotation clockwise produced pure vertical nystagmus downwards, together with forced opisthotonic rigidity of the -trunk and extension of the extremities. Head inclined horizontally to the left, with face turned about 550, that is, rather more than half a right angle, towards the ground: Rotation anti-clockwise produced a decided increase in the intensity of the spontaneous rotatory nystagmus to the right. The inferences drawn from these rotation tests were that the right labyrinth reacted normally, and that the three left semicircular canals were all defunct. The history and signs pointed to a recent invasion of the left labyrinth, although the hearing tests excluded complete disorganization. The frontal headache was very suspicious of some intracranial effusion, but at this time there was no rigidity of the neck.
The patient was admitted into the ward the same day and operated upon the following morning. During this time the headache seemed relieved and the temperature remained normal. The pulse was 80, and respirations 24.
September 13: Radical mastoid operation and double vestibulotomy. The mastoid was non-cellular. Pus granulations and cholesteatomatous debris were contained in the antrum and tympanum. The larger ossicles and tympanic membrane had disappeared, and there was a large fistulous opening into the external semicircular canal. The stapes could not be recognized by inspection, but resistance in the region of the oval window was felt with the fine exploring probe. There was no pus in the semicircular canal, the contents of which were deeply blood-stained. The vestibule was then opened both above and below the facial nerve and the cochlea removed. As the base of the modiolus was chipped off about a cubic centimetre of cerebrospinal fluid escaped. I could not find the opening through which it had escaped. A skin-graft prepared by the acetone and iodine method was introduced, after the meatal flap had been reflected, and the cavity was packed, and the wound closed in the usual way.
September 14: The next day the patient felt more comfortable. There was no flow of cerebrospinal fluid.
September 15: During the afternoon the headache returned and the patient complained of stiffness in the muscles of the back of the neck. The temperature now began to rise, eventually reaching 1020 F.
The pulse remained at 76 to 84.
September 16: This morning the patient now held the head strongly retracted. It could not be flexed forwards. The pain was chiefly in the occipital region. Mr. Russell, the house surgeon, made an exploratory lumbar puncture, and drew off a test-tubeful of turbid fluid under considerable pressure. This fluid was reported to contain 3,500 polymorphonuclear leucocytes per cubic millimetre. No organism could be found in the films at the time, nor in culture media, so that the nature of the infection has at present not been determined. It was possible to obtain a clear view of the inner labyrinthine wall through the external meatus, so the patient was given a few whiffs of chloroform and a small gouge was introduced into the external meatus. Two taps with the hammer sufficed to penetrate the internal auditory meatus, and immediately a considerable quantity of turbid cerebrospinal fluid was released. This continued to flow for about fourteen hours. During the evening Mr.. Russell made a second lumbar puncture; the fluid still appeared turbid and escaped under pressure.
September 17: During the night the headache and rigidity of the neck steadily diminished and the temperature gradually fell from 1020 to 980 F. The pulse-rate remained about 72.
September 18: The meningeal symptoms completely disappeared, and from this time onwards the progress towards recovery has not been interrupted. At the present time the cavity presents the usual appearances after a radical mnastoid operation, healing partly by primary skingraft and partly by granulation.
A similar case to the foregoing was described jointly by Mr. C. E. West and myself in 1908.1 The rationale of the procedure had been recognized from a study of a series of cases which I observed during 1907-1908,2 and the operation in the present case was the same as that which we have also described elsewhere under the title " Translabyrin--thine Drainage of the Basal Meninges."
DISCUSSION.
The PRESIDENT said the only point which occurred to him was as to whether the application of the graft had anything to do with the inefficiency ,of the drainage.
Mr. C. R WEST said he took so strong a view in regard to skin-grafting when there was any fistulous opening in the labyrinth, that, though he skingrafted by preference all his routine mastoid cases, he had given up skin-grafting in such cases as had had vertigo, even those in which he failed to find a fistula at the time of operating. On two occasions he had had fatalities which he had directly ascribed to the skin-grafting. In one case the graft was consciously put over a dark spot on the canal, as he believed penetration had not occurred. He assumed there must have been some sepsis under the graft; the patient had labyrinthitis, meningitis, and died. In the other case he thought he would be specially careful, and he grafted only the posterior part .of the cavity. In adjustment of the packing the graft might have moved forward; at all events, the fistula was covered, and the patient died. I See Proceedings, 1909 , ii, p. 11. 2 See Proceedings, 1908 Mr. MARRIAGE said he had no views on grafting labyrinth cases, but he, had grafted a certain number of pure bony cases where there had been a fistula. The other class of cases he did not graft, but left them open for free, drainage.
Mr. O'MALLEY said that cases of this type raised two points of great importance: (1) What symptoms and signs of labyrinthine disease, associated witlh chronic otorrhcea, justified vestibulotomy ? (2) What were the risks of vestibulotomy under these conditions? His actual experience of labyrinthine sepsis was limited to eight cases of various degrees of severity, and he had been guided in their treatment by the teaching of Neumann and Bairany. Neumann divided labyrinthine cases into two types: (1) Suppurative and destructive or irreparable; (2) inflammatory or reparable. If the hearing was good, even when tests showed no response from the vestibular apparatus, hie regarded the case as probably inflammatory and reparable and preferred to wait and watch. Barany opened the labyrinth, after doing the radical mastoid operation, in cases showing a large spontaneous nystagmus, with no caloric response, and with pronounced or absolute deafness, but be did not do so in cases of circumscribed labyrinthitis with good or even moderately good hearing, unless the vertigo or vomiting were severe, as fistulse would heal. The risks of vestibulotomy were summed up in one word--meningitis.
BAratny had told him that in the experience of the Vienna school the risk of meningitis following vestibulotomy as a result of the operation alone was not more than I or 2 per cent., The question of skin-grafting in a case of this kind required serious consideration. Personally, he was not in favour of it. The more efficient the skin-graft the more effectively would it lock up any sepsis wlhich might be unavoidably introduced when operating in the presence of active middle-ear suppuration. The preservation of hearing was not a factor here, so that rapid healing, with a minimum of scar tissue, was unimportant when compared with the need to maintain free drainage from a septic focus in such a danger zone.
Dr. DAN MCKENZIE said he felt in sympathy with much of what Mr. O'Malley said. A case he lately had had in hospital illustrated the progress of events in this case, with one exception-namely, that in Mr. Scott's case the patient recovered. In the case on which he (Dr. McKenzie) had operated there were evidences of disease in the labyrinth. It was an acute case. Prior to operation there were no signs of meningeal trouble, and yet within fortyeight hours after the operation on the labyrinth the woman developed acute meningitis, which, in spite of prompt and very free drainage, proved fatal. The question which forced itself upon his mind was, was he justified in having opened the labyrinth ? And that question also applied to Mr. Scott in this case. WVhat were the indications upon which the surgeon should base his operative interference in labyrinth disease ? He thought that in suppuration of the ear, unless the labyrinth was obviously destroyed as a whole, both hearing and and vestibular reactions being abolished, one should be content with the simple radical mastoid operation. Cases had been shown again and again in which fistule had healed and the labyrinth irritation had passed off after the simple operation. In the light of his own case, and of the present one, he would be very cautious as to opening a labyrinth. He would not, in future, open a labyrinth unless the tests showed an absence of audition and of the vestibular reactions in the affected ear; or, secondly, unless the antecedent presence of -meningitis rendered drainage through the internal auditory meatus and labyrinth an imperative necessity, regardless of the condition of the internal ear itself.
Case of Trichophyton Granuloma affecting the Auricle and
other Parts of the Body.
By HUNTER Ton, F.R.C.S.
PATIENT, a male, aged 21, in 1906 suffered from tinea of abdominal region. Cured by treatment. It then affected the left ear, and a large mushroom-like growth of the auricle and mastoid region gradually formed. Applications of X-rays caused disappearance of the growth within six months, leaving only the stump of the auricle. A year ago there was some middle-ear suppuration, which has recurred off and on. The present condition of the auricle has been stationary for over a year. There is still active disease of the left axilla and thoracic region, which is improving under carbolic acid injections and X-rays.
Mr. TOD added that the case was unique, being the only one of its kind recorded in this country. Dr. Sequeira, under whose care the patient was, had already published a full description of it, with photographs.' There was no evidence that the middle-ear suppuration which now existed was due to the same infection, but rather to an ordinary suppurative lesion. A sister of the patient had been similarly affected previous to her brother. The infection was supposed to have come over from Denmark, where trichophyton infection was said to be fairly common.
'Brit. Journ. Derm., 1906, xviii, p. 269 ; see also Proceedings, 1912 , v (Derm. Sect.), p. 33 and p. 84.
